The quality program, overseen by a 15-member advisory council, is likely to be blasted as a doomed bureaucracy. Yet it could speed the current slow evolution in quality evaluation. Overall, there's consensus the philosophy is on target and based on efforts already under way. In fact, first-generation report cards and quality measurement already have been devised by managed care plans and others.
Yet the federal effort would require a massive data base ... (and) once in place, there's danger that report cards will be tough to interpret .... But stringent quality oversight is essential to counter the Clinton system's built-in incentives for underuse. If adequately funded and phased in gradually, the plan's quality provisions would be an improvement over the current hodge-podge of oversight mechanisms and the black hole of knowledge on what really works in medicine.
Bryner Clinic, Salt Lake City, Utah Traditional quality assurance programmes would look at the outliers as "bad" providers and attempt to eliminate them, moving the "mean" just a small distance towards the "good" care. But by following the principles of TQM and involving the providers themselves in understanding the causes of variation, behaviour changes, care improves, and the entire group of providers moves towards "good" care. In addition, the best care is usually the least expensive care and represents the "best value" for the patient.
As we have looked at different areas of need for quality improvement, they seem to fit into three categories: * Avoiding complications or negative outcomes of treatment * Better utilization of resources without sacrificing outcome * Better outcome at a lower cost. Below are brief examples of current projects in each category.
Avoiding complications
Over 100 000 doses of treatment are administered annually at this hospital, and there used to be a reporting mechanism to track the occurrence of adverse drug events, whereby nurses completed a form and submitted it to the pharmacy. The average reported incidence of adverse drug events with the system was nine events per year. The first step was to use the existing computer system to follow the clinical course of the patient, any significant changes in treatment ordering, laboratory values, and other means to identify a clinically significant adverse drug event; by this means the incidence increased to 600 events a year. During this study a 5% seizure rate was noted when a particular broad spectrum antibiotic was used intravenously because most physicians were not adjusting the dose appropriately for the renal function and size of the patient. The computer was used to help calculate the appropriate dose, based on renal function, current laboratory values, and body size, and a dose reduction was found to be required in 700/o of patients. Physicians' compliance with the computer prompts has risen to 99% and, more importantly, the seizure rate dropped immediately to 0-2%. Since September 1992 an antibiotic related seizure has not occurred in this hospital.
Better utilisation of resources We have performed several studies on the utilisation of hospital resources in surgical procedures, examining the variation in length of hospital stay, operating room times, operating room costs, and total hospital costs.
One such example is a study of the length of hospital stay and total hospital cost of total hip arthroplasty. After determining the variation among the surgeons the data were presented to the surgeons in a blinded fashion except to the individual surgeon. A repeat of the study showed a significant reduction in both the length of hospital stay (from a mean of 10 days to 7 days) and the hospital cost (from $12 000 to $8000) owing to improved utilisation of resources by the surgeons and a significant reduction in variation among the surgeons.
Better outcome at lower cost We have conducted several studies to achieve better outcome at lower cost, as follows. were examined the variation in cost as much as length of hospital stay was found to range 000 total costs for between one day and three days ( fig 2) . spital in that year; )sts about $1.5bn tes.
SS SYNDROME ve care unit were ving outcome for h severe acute ne, and a trial was Hospital costs for the same group of patients varied between $2700 and $6000 per patient, when grouped according to the surgeon (fig 3) . Although length of hospital stay varied among surgeons there was very little variation from the mean over time (fig 4) . These same surgeons were studied performing laparoscopic appendicectomies in a comparable group of patients, and the hospital based computer tracking system was used to analyse the hospital costs, utilisation costs, and operating room times. Each patient received an anonymous questionnaire to help determine clinical outcome and patient satisfaction. Among the findings were the following.
(1) Length of hospital stay was significantly shorter for both patients with uncomplicated appendicitis and ruptured appendix when the 
